IDAHO DEPARTMENT OF

HEALTH &« WELFARE

JAMES E. RISCH - Govemor DEBRA RANSOM, RN RH.LT,, Chief
RICHARD WM. ARMSTRONG - Director BUREAU OF FACILITY STANDARDS
3232 Eider Strest

P.0. Box 83720

Boise, ID 83720-0836

PHONE 208-334-8526

FAX 208-354-1888

July 25, 2006

Amne Oglevie, Administrator

Weiser Memorial Home Health Agency - Provider #137076
645 E 5"

Weiser, ID 83672

Dear Ms. Oglevie:
On July 11, 2006, a follow-up visit of your agency was conducted to verify correction of
deficiencies noted during the Annual Licensure survey of June 2, 2006. Weiser Memorial Home

Health Agency was found to be in substantial compliance as of July 11, 2006.

Your copy of the Post-Licensure Revisit Report, Form 2567B, listing deficiencies that have been
corrected is enclosed. This is for your information only and need not be returned.

Thank you for the courtesies extended to us during our visit. If we can be of any help to you,
please feel free to call us at 334-6626.

Sincerely,
- L - - . [P ' . oy
SO J///ﬂ“ T BN /
DEB DORE’ 4 YLVIA CRESWELL :
~ Health Facility Surveyor Supervisor
Non-Long Term Care Non-Long Term Care
DD/SC/sle
Enclosures

Documentt 8/9/01%



Depariment of Health and Human Services
Centers for Medicare & Medicaid Services

Form Approved
OMB NO. 0938-0380

Post-Certification Revisit Report

Pubiic reporting for this collection of information is estimated to average 10 minutes per response, including tme for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the coflection of information. Send comments regarding this burden estimate or any other aspect of this collection of information

including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and o the Office of Management and Budget, Paperwork
Reduction Project {0938-0390), Washington, D.C. 20503,

(Y1)

Provider / Supplier / CLIA [

Identification Number

137076

{¥2) Muifiple Construction

A, Building
B. Wing

(Y3) Date of Revisit

7/11/2008

Name of Facility

WEISER MEMORIAL HOME HEALTH

Street Address, 'City, State, Zip Code

36 E IDAHO ST UNIT #R2
WEISER, 1D 83672

This report is completed by a gualified State surveyor for the Medicare, Medicald andfor Clinical Laboratory Improvement Amendments program, to show those deficiencies previously
reporte on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accompiished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 {prefix codes shown to the left of each
requirement on the survey report form).

(Y4)  item (Y5) Date (Y4} ltem (Y5) Date . (Y4) ltem (Y5) Date
Correction Correction Correction
Completed Completed Completed
D Prefix  Go122 07/11/2006 iD Prefix  Go128 07/41/2006 10 Prefix 0130 0711112006
Reg. # 4p4.14 Red. # 484.14(b) Reg. # 484.14(b)
LSC LSC LSC
Correction Correction Correction
Completed Compieted Completed
ID Prefix G133 G7/11/2006 1D Prefix  Go142 07/11/2006 D Prefix  go144 07/11/2006
Reg. # 484 14(c) Reg.- # 484.14(n) Red- # 484.14(0)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
D Prefix G151 67/11/2006 ID Prefix  G0153 07/11/2006 D Prefix  Go154 G71M1/2006
Reg. # 484.16 Reg. # 484.18 Reg. # 484.16(a)
LSC 1SC LSC
Cor;ec%ion Correction Correction
Completed Completed Compieted
D Prefix  Go156 07/11/2006 iD Prefix  Go160 67/11/2006 ID Prefix  Gp161 07/11/2006
Reg. # 484.18 Reg. # 484.18(a) Reg. # 484.18(a)
1SC LSC LSC
Correction Correction Correction
Completed Completed Completed
D Prefix  Go162 07/11/2006 ID Prefix  Go165 67/11/2006 ID Prefix  got72 07/41/2006
Reg. # 484.18(a) Reg- # 484 18(c) Reg.- # 484.30(a)
LSC LSC LsC
Reviewed By .Z [ | Reviewed By Date: Sigpature of Surveyor: “ Date:
state Agency =0 |5]/6 Wi Opw RS
Reviewed By . | Reviewed By Dat‘e: f Signature of Surveyor: Daté: ' ~
CMS RO

Form CMS - 26678 (6-92)

Page 10f2

Event ID:

eusvV1iz



Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO., 0938-0380

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of ¢his collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0038-0390), Washington, D.C. 20503,

(Y1) Provider/ Supplier/CLIA/ (Y2) Multiple Construction (Y3) Date of Revisit
Identification Number A, Building
137076 B. Wing 7/11/2006
Name of Facility Street Address, City, State, Zip Code
WEISER MEMORIAL HOME HEALTH 36 E IDAHO ST UNIT #R2
WEISER, |D 83672

This report is compieted by a qualified State surveyor for the Medicare, Medicaid andfor Clirical Laboratory Improvement Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such correclive aclion was accomplished. Each deficiency should be
fully identified using either the regutation or LSC pravision number and the idenfification prefix code previcusty shown on the CMS-2867 (prefix codes shown fo the left of each
requiremnent on the survey report form).

{Y4) item {Y5) Date (Y4) ltem (Y5) Date (Y4) item (Y5} Date
Correction Correction Correction
Completed Compileted Completed
D Prefix  Go173 07/11/2006 1D Prefix G186 07/11/2606 D Prefix  Go194 0711412006
Reg. # 484.30(a) Reg. # 48432 Regd. # 484.34
LSC _ LSC L.SC
Correction Correction Correclion
Completed Completed Completed
ID Prefix  G0195 07/11/2006 1D Prefix 60196 07/14/2006 0 Prefix o236 07/111/2006
Reg. # 484,34 Red. # 484,34 Reg-# 484.48
LSC LSC LSC
Correction Correction Correction
Completed Completed Compisted
D Prefix  Go0242 07/11/2006 D Prefix  Go244 07/11/2006 ID Prefix  Go245 67/41/2006
Reg-# 484.52 Reg. # 484.52 Reg. # 484.52
1.SC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix 0246 07M1/2006 ID Prefix  go2s0 07/11/2006 1D Prefix 60303 07/11/2006
Reg. # 4g4.52 Reg. # 484.52(b) Reg. # 4g4.48
LSC LSC LsC
Reviewed By Iﬁ Reviewed By Date: Signature of Surveyor: ] o - | Date:
See A8 | 00 coee . S ol
Reviewed By —...... | Reviewed By Déte: / Signature of Surveyor: Date: ! i
CMS RO
Foliowup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
6/2/2006 ] Uncorrected Deficiencies (CMS-2567) Sent to the Facility?  ypg NO

Form CMS - 2567B (9-92) Page 2 of 2 Event 1D:  sUBV12



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL m: 903V
PART I- TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: OAS001670
1, MEDICAREMEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4, TYPE OF ACTION: 2 (L&)
L 137076 (L3) WEISER MEMORIAL HOME HEALTH ) o
1, Enitiat 2. Recertification
2.STATE VENDOR OR MEDICAID NO. (L4) 36 E IDAHO ST UNIT #R2 3. Termination 4. CHOW
({3 002851700 (L5) WEISER, I (L) 83672 5. Validation 6. Complaint
7, On-Site Visit 9, Other
5. EFFECTIVE DATE CHANGE OF OWNERSHI 7. PROVIDER/SUFPLIER CATEGORY N5 LN
/ 8. Termination of ICF Beds
19 /7 ) 01 Hospital 05 HHA 09 ESRD 13 PTIP
6. DATE OF SURVEY 006 (L34} 02 SNF/NF/Duat 05 LAB 10 NF 14 COR¥ ) ‘
8. ACCREDITATION STATUS: 6 Lo 03 SNENF/Distinet 07 X-Ray 11 IMR 15 ASC FISCAL YEAR ENDING DATE:  (L35)
0 UNACCREDITED | JCAHO 04 SNF 98 OPI/SP 12 REC 16 HOSPICE 06/30
2 CHAP
11, LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:
From (a): X A. In Compliance With And/Or Approved Waivers Of The Following Requirernents;
, Program Requirements __2. Tecknical Personnel 6, Scope of Services Limit
To  (b): - . - -
Compliance Based On: _.. 3. 24 Hour RN __7. Medical Pirector
12.Total Facility Beds (L18) .1, Acceptable POC ___ 4. T-Day RN (Rural SNF)  __ 8. Patient Room Size
5. Life Safety Code . 9. Beds/Room
. L17 B. Notin Compliance with Program
13- Total Certified Beds EIn Requirements and/or Appiied Waivers:  * Code: A¥ (L12)
14, LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNF ICF MR 1861 (e) (1) or 1861 () (1) {(L15}
(37 (L38) (L39) (L42) (L43)

16. STATE SURVEY AGENCY REMARKS (JF APPLICABLE SHOW LTC CANCELLATION DATE}):

Recertification Recommended

17. SURVEYOR SIGNATURE )

IO BN 7 fot.

Date :

L19)

(L20)

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE\()R SINGLE STATE AGENCY

1%, DETERMINATION OF ELIGIBILITY
¥ 1. Facility is Etigible to Participate
2. Facitity is not Eligibie

20. COMPLIANCE WiTH CIVIL

RIGHTS ACT:

g

21. 1. Satement of Financial Solvency (HCFA-2572)
2. Qwnership/Control Interest Disclosure Stmt (HCFA-1513)
3. Both of the Above :

{121}
22, ORIGINAL DATE 23, LTC AGREEMENT 24. LTC AGREEMENT 26. TERMINATION ACTION: (1.30)
OF PARTICIPATION BEGINNING DATE ENDING DATE YOLUNTARY 00 INVOLUNTARY
110771994 01-Merger, Closure 05-Fail to Meet Health/Safety
(L24) (LAD) {1.25) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement
25 LTC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS 03-Risk of Invotuntary Tenmination OTHER
A, Suspension of Admissions: 04-Other Reason for Withdrawai 07-Provider Status Change
(L44) 00-Active
(L27) B. Rescind Suspension Date:
(L43)
28. TERMINATION DATE: 29. INTERMEDIARY/CARRIER NO. 30. REMARKS
00454
(128) {L31)
31. RO RECEIPT OF CMS-1339 32, DETERMINATION OF APPROVAL DATE
(L32) {£33) | DETERMINATION APPROVAL

FORM CMS5-153% (7-84) (Destroy Prior Editions)

020499



Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO., 0838-033%0

Post-Certification Revisit Report

Public reporting for this collection of informatior: is estimated to average 10 minutes per respense, including fime for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate ar any other aspect of this eollection of information
including suggestions for redusing the burden, to CMS, Office of Financial Management, P.0. Box 26684, Baltimore, MD 21207, and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0390), Washington, D.C. 20503,

(Y1) Provider/ Suppfier / CLIAJ {Y2) Multiple Construction (Y3) Date of Revisit
Hdentification Number A. Building
137076 B. Wing 7/11/2006
Name of Facility Street Address, City, State, Zip Code
WEISER MEMORIAL HOME HEALTH 36 E IDAHO ST UNIT #R2
WEISER, ID 83672

This report is complated by a qualified State surveyor for the Medicare, Medicaid and/or Clinicat Laboratory Improvement Amendments program, fo show those deficiencies previously
reporied on the CMS3-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplishad. Each deficiency should be
fulty identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2587 {prefix cades shown to the left of each
requirement on the survey report form}.

(Y4) item (YS) Date (Y4} item (Y5) Date (Y4) item (Y5) Date
Correction Correction Correction
Completed Completed Completed
D Prefix  Go22 07/11/2006 D Prefix  Go128 071112006 1D Prefix  Go130 071112006
Reg. # 48414 Reg. # 484 14(b) Reg- # 484.14(b)
Lsc LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix  Gp133 07/11/2006 D Prefix  Go42 07/11/20086 D Prefix  Go144 0714172006
Reg. # 484,14(c) Reg. # 484 14(f) Red. # 484.14(n)
LsC LSC LSC
Correction Correction Correction
Completed Completed Completed
D Prefix  Go1s1 07/11/2006 IDPrefix  Go153 07111/2006 D Prefix  Gois54 07/11/2006
LSC LSC LSC
Gorrection Correction Correction
Completed Compieted ) Completed
D Prefix  Go156 07/11/2008 1D Prefix  Go160 07/41/2066 IDPrefix  Go161 07/44/2006
Reg. # 4g4.18 Reg. # 484.18(x) Red. # 484.18(a)
LSC LSC LSC
Correction Correction Correction
Completed Completed Completed
ID Prefix o162 07/11/20086 D Prefix  Go165 07/11/2006 D Prefix  go{72 071112006
Reg. # 4a4.18(a) Reg. # 484.18(c) Reg. # 484.30(a)
LsC LSC LSC
Reviewed By i 12 Reviewed By Date: Signature of Surveyor: } Date:
State Agency = 5afo] s foww RN 9] ol
Reviewed By Reviewed By Dat‘e: ! Signature of Surveyor; Daté: r ~
CMS RO

Form CMS - 2567B (9-92) Page 1 of 2 Event ID:  8USV12



Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reperting for this collection of information is estimated {c average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.0. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0838-0390), Washington, £.C. 20503,

(Y1) Provider/ Supplier/ CLIA/ {Y2) Mulfiple Construction (Y3) Date of Revisit
ldentification Number A, Building
137076 B. Wing 7/11/2006
Name of Facility Street Address, City, State, Zip Code
WEISER MEMORIAL HOME HEALTH 36 E IDAHO ST UNIT #R2
WEISER, ID 83672

This report is completed by a gualified State surveyor for the Medicare, Medicaid and/or Clinieal Laboratory Improvement Amendments program, to show those deficiencies previously
reporied on the CMS-2567, Statement of Deficiencies and Pian of Correction that have been corrected and the date such comrective action was accomplished. Each deficiency should be
fully identified using either the reguiation or LSC provision number and the identification prefix code previously shown on the CMS-2567 {prefix codes shown io the lefi of each
requirement on the survey report form),

(Y4) ltem (Y5) Date (Y4} ltem {Y5) Date (Y4) ltem (Y5) Date
Correction Correction Correction
Completed Completed Completed
D Prefix G173 07/11/2006 D Prefix  Go186 07/11/2006 1D Prefix  Gp194 07/11/2006
Reg. # 484.30(a) Reg-# 484,32 Reg. # 44,34
LsC LsC LSC
Correciion Correction Correction
Completed Comnpleted Completed
1D Prefix  Go195 07/11/2008 ID Prefix  Go196 07/11/2006 D Prefix  Go23s 07/11/2006
£LSC LSC LSC
Correction Correction Correction
Compieted Compieted Completed
D Prefix  Goz42 07/1/2006 ID Prefix  Go244 07/11/2006 D Prefix  Go245 07/11/2006
LSC LSC 1.8C
Correction Correction Correction
Completed Compieted Completed
1D Prefix  Go246 071112006 (D Prefix  Gu250 07/11/2006 D Prefix G303 0711172006
Reg. # 48452 Reg. # 484.52(p) Reg. # 48448
LSC LSC 18C
Reviewed By }: & Reviewed By Date: Signature of Surveyor: J * {Date:
State Agency See= - 7//7/ 656 A0y e W \( M ! L }D(
Reviewed By Reviewed By D te Signature of Surveyor: Date
CMS RO
Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
6/2/2006 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? ygg NO

Form CMS - 2567B (9-92) Page 2 of 2 EventiD: oUsV12



